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The electrical pacemakers widely used in treatment of patients with impaired atrioventricular conduction can under certain circumstances produce new disturbances of rhythm. Such disturbances may result from alteration of haemodynamic conditions (Sowton, 1965) , improved blood supply, changes in myocardial threshold caused by prolonged artificial stimulation, or from a failure of pacemaker assembly (Furman et al., 1966) . They may also be due to the technical properties of a particular type of pacemaker.
Most of these arrhythmias become apparent soon after implantation of the pacemaker, but some do not show until the patient is fully active. The latter are difficult to detect with the electrocardiogram at rest. Radioelectrocardiography makes it possible to reveal them during physical activity. Implantation of pacemakers for endocardial stimulation (41 cases) was usually performed in two steps (Lagergren et al., 1965 (Sowton, 1965; Castellanos, Lemberg, and Jude, 1967) . We found them in 17 out of 50 patients. They are more frequent in partial or intermittent AV block (13 out of 27) than in complete block (4 out of 23). Since the introduction of demand pacing we have not been using fixed-rate pacemakers in the former group of patients. However, even in fixed third degree AV block atrioventricular conduction can be re-established after the implantation of pacemaker, and thus interference of artificial and natural rhythms can occur. When this happens, the danger of fibrillation arises, as the artificial stimulus may fall in the vulnerable phase of repolarization.
SUBJECTS AND METHODS
Such parasystoles usually begin during the patient's physical exertion, which speeds up the cardiogenic pacing. In general, we found their frequency to be in direct proportion to the physical effort. More arrhythmias were encountered during ascending stairs than during ergometer exercise, but only (Fig.  3b) . Fast rates are limited by the "refractory period" of the pacemaker, where the sensing device is blocked for 0 37 sec. after the last impulse has been delivered. Atrial impulses falling in that period do not evoke ventricular response. Ventricular-triggered Pacemakers. These eliminate any interference of artificial and cardiogenic rhythms (Sowton, 1967) . When idioventricular rhythm is faster than 60 a minute, pacemaker impulses are triggered by the potential registered by the endocardial electrode. When the rhythm becomes less than 60 a minute, the pacemaker " waits " for 1 second and then delivers its own impulse. Thus in the absence of idioventricular stimuli, the pacemaker drives the heart at a rate of 60 a minute.
Cardiogenic rhythm can take over as soon as its rate exceeds 60 a minute (Fig. 4) (Fig. 5) .
CONCLUSIONS
On the basis of our experience we suggest that the patients be fully mobilized during the first stage of implantation, i.e. after the endocardial electrode has been introduced and the external pacemaker has been attached in such a way as to permit physical exercise.
Considering the possibility of electrode displacement, patients should not be mobilized earlier than 7-10 days after the introduction of the endocardial electrode or placing an electrode by means of mediastinoscopy.
Monitoring by radioelectrocardiogram during physical activity may detect rhythm disturbances that do not appear at rest.
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